PATIENT, a male, aged 40. Nasal discharge and obstruction for ten years. Polypi removed on many occasions, and intra-nasal operations on antra and ethmoidal cells. In April, 1920, limited submucous resection. Since then, slowly increasing swelling of septum. Suggestions as to treatment are invited. Would removal of the septum be justifiable and helpful? DISCUSSION. Dr. WILLIAM HILLr suggested that a piece be cut out, extending, if necessary, through the whole thickness, to ascertain whether it was lymphangitis of exceptional form, or a solid pseudo-cedema in the pharynx.
Sir WILLIAM MILLIGAN said he understood that this swelling had been punctured, but no fluid was present. The condition gave him the impression of being a very low form of perichondrial infection, dating from the operation. He did not advise removal of any portion of the septum. He suggested that diathermy with a very fine needle would not only sterilize it, but also cause sufficient cicatricial contraction to bring the two sides of the potential cavity together, and make a fairly rigid septum.
Mr. W. STUART-Low said he had had a similar case, but less severe. The patient was employed at dusty work, and the present patient similarly worked in grain dust, which was sometimes very irritating. He (the speaker) preferred oily preparations to lotions, since they supplied better protection from the dust. In the present case a discharge was seen in the upper part of the nasal cavities, and he asked whether this discharge contained streptococci, as these organisms were very irritating to the mucous membrane and might help to explain the condition. In his own case he first improved the patients' general health, and employed oily applications. Later he incised the swelling freely and packed the nasal cavity with strips of gauze soaked in liquid iodex, and under this treatment the swelling rapidly subsided and did not recur.
Dr. SYME agreed that it was a case of septic cedema due to disease of the ethmoids and antral cavities, which were discharging freely. He advised opening the maxillary antra by the canine fossa route, and removal of the diseased ethmoid plate.
Dr. DAN MCKENZIE remarked that he had had a number of similar cases, and had found a difficulty in explaining why the cedema should be most strongly marked at the AP-LA 1 [Februariy 2, 1923. bony part of the septum; the cartilaginous part being not so muclh involved. It was always associated with sepsis of the ethmoid, and in the cases he had seen the condition improved to a imioderate extent after the ethmoids had been thoroughly remnoved. Dr. SMURTHWAITE said he had had a silmilar experience after septumll resection. He incised the swelling and found a big cavity with septic serumii inside, which he curetted, this being followed by the treatminent mnentioned by Mr. Stuart-Low, and in a wveek the surfaces united. Union did not occur at first, as there was a cavity filled with blood, which becamiie septic. He advised this treatment, following remloval of unhealthv ethimioids.
Mr. M. VLASTO said that palpation with the little fingers in each nostril showed that the swelling was not so marked as it appeared to be on inspection. The fingers were arrested by a distinct vomenrine ridge, the removal of which by a inore comlplete resection would probably get rid of sonie of the obstruction.
MIr. SOMERVILLE HASTINGS said he had watchled two cases simlilar to the orie now shown, for at least seven years: one in which the ethmnoids had been thoroughly remnoved, and there was no discharge present, yet the swelling continued. The other case which at first sight suggested a nasal polypus-the President had seen with himn at the Middlesex Hospital some years ago. He had received various suggestions for treatment such as cutting out pieces, burning with the cautery, &c.; all these he had tried but with very little benefit. He was, therefore, glad to hear suggestions as to the treatlmlent of this condition.
Dr. BnoRWN KELLY said he had had two silmlilar cases following submnucous resection, wvith m-larked soft swelling on both sides of the septuni causing antero-superior bulging. Both patients had suffered from vasomuotor rhinitis, and to this he attributed the swellings. It was conceivable that after the submucous resection and before comnplete healing had occulrred, the frequently recurring swelling and cedema of the tissues, especially of the erectile tissue in the region of the septal tubercles, would force the flaps apart and keep them apart sufficiently long to all-ow of loose connective tissue developing between. On interrogating the present patient symptomlls of vasomotor rhinitis were found to be present. The presence of pus also raised an interesting point. He had had several cases in which vasomlotor rhinitis or asthiia was associated with accessory sinus disease and Nwhen the suppuration was cured, the asthinatic and vasoinotor syllmptoms passed off. In these cases there wass allmlost surely, sensitization of the patient to bacterial proteins.
Mr. J. F. O'MIALLEY said that in 1911 he exhibited before the Section ani identical case though not so extensive; in which there was double ethmoid sepsis with polypi, and much bilateral oedemna of the septum which anyone could mistake for polypoid masses protruding into the passages. In that case lie removed the ethmoid cells, but no improvemnent in the wdema followed. He then resected the septumbl, with likewise no improvement. He next excised a wedge without causing perforation. And this made only a slight alteration in the condition. He concluded it was due to somiie lymphatic obstruction, and so long as theie was a mass of tissue there, with the lymphatic outlet obstructed, a certaiii amriount of cedema must occur. Sir Williamii Milligan's suggestion imight help to relieve the tendency to the cdema, by fixing the tissues and reducing their size.
Sir STCLAIR THOMSON suggested that as this swelling had been punctured and no fluid was found, the title should be altered to "pseudo-cedema," since the present title was mnisleading. As to the nature of the tissue, he referred Mr. Wright to some work donie by Dr. Pegler,' niany years ago, and shown to the Section. in which this condition was present without polypi, and without a septumi resection having been performed. Dr. P'egler's slides showed the swelling to be a lymphoma. The speaker had seen a fair number of these cases with and without sinus trouble and septum resection. One of thern was in the early days of septum resection, when he performed the operation for hay fever, but it left the patient in a worse state than before, because formerly there was only a temporary turgescence of the septum, whereas a permanent condition followed. His own experience confirmed the opinion of Mr. Somerville Hastings, and that of Dr. Brown Kelly, that this condition resulted from a neurosis, probably sensitized by infection from the ethmoid and other sinuses.
Mr. CHARLES A. PARKER (President) said the discussion had shown these conditions were not uncommon; he could hiiself recall several cases, and he agreed that no method of treatment seemed to be of much service. He had tried removal of the swelling, but recurrence occurred. He agreed with Sir William Milligan's view that there was probably an underlying perichondritis or periosteitis, which led to a difficulty in removing the whole disease and hence to recurrence.
Mr. A. J. WRIGHT (in reply) said he thought there was no cavity present, but the swelling could be emptied by slow pressure, a fact which was against it being a posthwemorrhagic or post-suppurative collection of fluid. It was in the tissues of the septum. Having watched this slowly develop for two years he thought the patient would be more comfortable by removal of the whole swollen septum, but he had not had the courage to do this, and no one in the discussion urged it. The patient bad ethmnoidal suppuration and nasal obstruction, and if the ethmoid cells could be sufficiently removed the condition of the septum might improve. He had not tried diathermy, but on two occasions he had inserted a galvano-cautery point into the swelling, making a submucous linear cauterization, which was followed by further swelling. Therefore he was somewhat doubtful as to the result which would follow diathermy. In this class of case vasomotor rhinitis was not an entity, in his view; he did not know where the pure vasomotor condition ended and where the suppurative began. Patients suffering from ethmoidal suppuration seemed frequently to have attacks of sneezing, 'with a watery discharge; but he had hesitated to call the attacks vasomotor rhinitis in the presence of an obvious gross infection.
Bismuth and Glycerine Gauze.
By Sir STCLAIR THOMSON, M.D.
THE strips of gauze are laid evenly over the mucous surfaces of the outer and inner walls and kept in position with others between them. About three or four strips are used in each nasal cavity, which is not tightly plugged. This allows of some drainage. When removed at the end of thirty-six to forty-eight hours the absence of reaction and the quiet condition of the mucous surface is remarkable.
The gauze is prepared as follows: The gauze, which is of fine mesh, is cut 1 in. wide and 3 in. long, removing all lint and threads. Soak the gauze in eaual parts of glycerine and water, dry with towel all excess moisture. Impregnate by rubbing on sufficient bismuth subearbonate to cover the gauze, but not enough to have an excess quantity which would fall off. Put up in packages of two dozen and sterilize in steam sterilizer.
Since I began to do submucous resection of the septum in 1901, I have tried all the various packings-cotton-wool, gauze, Lister's protective, rubber-sponge, &c. I have even tried to do without any packing, but have returned to its use.
In America, in the summer of 1919, I saw the good results of bismuth gauze
